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Abstract
Background: The growing interest in hospital users’ complaints appears to be consistent with recent changes in
health care, which considers the patient’s voice a valuable information source to improve health care. Based on the
assumption that the clinicians’ lived experience is an essential element of health care and to neglect it may have
serious consequences, this study aimed to explore how physicians experience hospital users’ complaints and the
associated mediation process.
Methods: A qualitative analysis of experience narrative interviews. Fourteen physicians concerned by complaints
which resulted in a mediation provided a comprehensive narrative of their experience with the complaints center.
Data were analyzed with Interpretative Phenomenological Analysis (IPA). Interviews were analyzed inductively and
iteratively to explore how physicians make sense of their experience.
Results: The analysis of the physicians’ narratives revealed that being the object of a complaint and to enter a
process of mediation is a specific experience of which some physicians benefited and others felt psychologically
weakened. The causes of the complaints were at times considered by physicians to be related to medical
malpractice, but more often to communicational and relational difficulties, unrealistic expectations of patients,
physicians’ attitudes, or the lack of a coherent care plan. The analysis of their narratives revealed that physicians
showed a need for reconsidering and elaborating on the reason(s) leading to the complaint, and on the
expectations patients/relatives may have had towards medicine and health care professionals. This may be
interpreted as an attempt to assign their meaning, such meaning having the potential to ease the distress
associated with the experience of complaints.
Conclusion: Most physicians appeared more aware of the communicational and relational aspects of care after
experiencing a complaint situation; however, prior to the complaint, physicians seem to have underestimate these
issues, and when they acknowledge that the complaint originated in psychological aspects of care, they still
consider it not relevant, since not related to clinical decision-making and management. Mediation as providing the
opportunity to restore the clinical relationship should be encouraged at an institutional level as well as support of
health care professionals by means of individual or group supervision.
Keywords: Patient complaints, Complaints center, Physician-centered research, Lived experience, Interpretative
phenomenological analysis
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Background
The potential of complaints to improve health care has
long been underestimated, be it because of the tendency
to conceive complaints as failures and therefore conceal
or ignore them [1, 2], or to attribute complaints to an
individual – a patient or staff member – instead of con-
sidering them symptoms of systemic malfunctions [3, 4].
The growing interest in hospital user complaints appears
to be consistent with recent changes in health care,
which increasingly acknowledges the importance of
patient satisfaction, and considers the patient’s voice a
valuable information source to improve health care
[5–15]. Hospitals have developed several tools to
measure patient satisfaction over recent decades: sat-
isfaction survey results are for instance commonly
viewed as valuable data, even though their sensitivity
tends to be overestimated [4]. This lack of sensitivity
calls for a monitoring system of patients’ complaints,
which provide information on problems not captured
by surveys: “patients and families, collectively, observe
a huge amount of data points within healthcare
settings; they have privileged access to information on
continuity of care, communication failures, dignity
issues […]; they are outside the organization, thus
providing an independent assessment that reflects the
norms and expectations of society” [15]. Greater
consideration of complaints also results from the judi-
cialization of medicine, namely the increasing tide of
medical-malpractice litigation, and its consequences
for litigants (patients and health care professionals),
such as psychological suffering or defensive medicine
[16–18]. This is reflected in recent attempts to seek alter-
native dispute resolutions (e.g., mediation) [4, 6, 8, 19] or
new ways of gathering and handling complaints, for
instance by means of complaints center for hospital
users [4, 19–23].
In a previous study, we examined the content of com-
plaints collected in a complaints center [24] and showed
that the main reason for patients, their relatives, and
friends to visit the center was related to the interper-
sonal relationship with health care professionals; this
type of complaints was significantly more frequent than
those concerning technical aspects of care. The present
study focused on another person involved in the com-
plaint. It aimed to explore how physicians experience
hospital users’ complaints and the associated mediation
process. This “physician-centered” study was based on
the assumption that the clinicians’ lived experience is an
essential element of health care and to neglect it may
have serious consequences, such as psychological suffer-
ing, dissatisfaction and effects on the way medicine is
practiced [25, 26].
While literature on complaints filed with a hospital
complaints center hosting professional mediators is
rather sparse [27, 28], physicians’ attitudes towards legal
complaints have been investigated [29]. This study was
to our knowledge a first exploration of the physicians’
lived experiences of a complaint handled in the hospital.
Methods
The research design was a qualitative approach of
experience narrative interviews with physicians using
Interpretative Phenomenological Analysis (IPA) [30].
Setting
In April 2012, Lausanne University Hospital, Switzerland
(a 1471-bed inpatient facility with about 47,000 yearly
admissions) opened a complaints center for patients,
their relatives, and friends [24]. In the Espace Patients &
Proches (EPP), three professionals trained in mediation
(i) provide space for voicing concerns and dissatisfaction;
(ii) document and examine the health care process
underlying complaints; and (iii) help to improve the
quality of care and services. Complainants can request
mediation with the concerned health care profes-
sional(s), who can consent or not to participate (the vast
majority of them consent). At the time of the study
(2015), among a total of 467 complaints 5% lead to a
subsequent mediation process.
From its opening to September 2018, The EPP has
dealt with 3000 complaint situations.
Participants
The mediators were asked to identify all complaints con-
cerning physicians that resulted in a mediation process
since 2012; 25 situations met this criterion. Since com-
plaints are handled confidentially, a stepwise protocol
was developed to contact physicians: the mediators con-
tacted physicians, informed them of the study purpose,
and obtained their agreement to be contacted by an in-
vestigator not employed by the EPP (CB). Of the 25
identified physicians, 20 agreed to be approached by CB,
3 refused to participate owing to lack of time, and 2
could not be reached, since they did not respond to
phone or email. Of the 20 remaining physicians, 14 took
part in the study; the others did not follow-up the inter-
view request or were no longer available owing to over-
work. The final study sample, then, pragmatically included
physicians who participated in an interview (N= 14).
The professional background of the 5 female physi-
cians and 9 male physicians participating in the study in-
cludes notably gynecology, psychiatry, geriatrics, surgery,
and adult internal medicine; 6 were chief residents, 4
senior staff physicians, 3 residents, and one was head of
service. It was for all physicians the first time to face a
complaint involving a third party.
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Accessing the experience and attitudes of physicians
To draw as close as possible to the meaning physicians
attribute to their experience of patient complaints,
in-depth interviews were conducted. The format could
be termed “experience narrative interview”. Physicians
were encouraged to recount their experience, i.e., the
situation leading to the complaint and how they reacted
and felt about it. If they did not spontaneously address
the following topics, the investigator introduced them
(interview schedule): individual and professional/clinical
impact of the complaint, ways of dealing with the
complaint process, and perceptions of the EPP. The
interviews lasted 18–52 min and were audiotaped and
transcribed verbatim.
Data analysis
Data analysis was conducted inductively and iteratively
using IPA [30]. IPA is a qualitative research approach
developed by Smith et al. [30], which aims (i) to try to
understand and describe study participants’ world, and
(ii) to provide an interpretation analysis of the “personal
sense-making activities” of the participants [31]. Based
on the transcripts, two authors, BS and CB, developed
third-person narrative descriptions, which had to closely
reflect and cohere with physicians’ views and attempted
to highlight the elements structuring their thoughts and
experiences. Next, a comprehensive data exploration,
through the interview topics, was conducted to obtain
an understanding of the physicians’ world (provisional
meanings). The last analytical steps were more interpret-
ative (e.g., “what it means” for the physicians to have
expressed these perceptions, views, feelings) and focused
on physicians’ meaning and sense-making [31]. Emer-
gent themes were developed and searched for patterns
and structure, and a “heuristic narrative” was produced
to provide an overview of the analysis. Finally, interview
excerpts were selected to illustrate the themes and give
voice to the participants.
BS and CB conducted a parallel analysis of the
third-person narrative descriptions, discussed the analysis
in depth, and reached agreement on interpretation. A
dialogue was fostered with the other authors (FS [a psych-
iatrist] and FP [a sociologist]) to develop and enhance the
coherence and plausibility of the interpretation.
Results
Results of the analysis of the 14 interviews are first
reported here by means of the “heuristic narrative” to
show how themes – i.e., what matters for physicians
when they make sense of their experience of patients/
relatives’ complaints – tend to be connected for the
participants as a whole. This heuristic narrative is an
interpretative synthesis of the analytic work. A detailed
description of the emerging themes is then provided,
with excerpts from the interviews.
Physicians’ sense-making of their experience: An
overview narrative
Physicians showed a need for reconsidering and elabor-
ating on the reason(s) leading to the complaint, and on
the expectations patients/relatives may have had towards
medicine and health care professionals [theme: What
happened?: attributed causes]. This may be interpreted
as an attempt to assign their meaning, and even “truth”,
to what they had to face; such meaning having the
potential to ease the distress associated with the experi-
ence of a complaint. Their decision to disclose or not to
disclose this experience to their colleagues and/or
superiors reveals the importance attributed to being
subjected to a complaint and to its clinical relevance
[theme: To share or not to share]. In this respect, the fact
that communication-related complaints seemed to be
considered problems unrelated to clinical decision-mak-
ing and management is especially interesting [theme: To
change or not to change].
Secondly described is the complaint experience with
regard to the relationship physicians usually have with
their patients, resulting in a seeming definition of what
they perceive to be a good relationship [theme: What is
a good patient relationship]. Their perception, in turn,
influenced if the complaint was considered as compre-
hensible or not and the associated feelings (e.g., relief
about the mediation when the relationship was viewed
as tense or sadness when the therapeutic alliance was
considered as having been strong) [theme: How it
affected me]. When complaining patients/relatives were
experienced as unpredictable, the meaning physicians
were able to derive from the experience was hampered;
the complaint was related to a specific type of person ra-
ther than a situation [theme: The complainant]. Finally,
the mediators were difficult to apprehend by the physi-
cians because of a lack of knowledge of their role
(particularly their neutral stance) and of the aim of me-
diation [theme: The mediation].
Physicians contextualized their experience by referring
to the role and missions of the EPP, and to the practice
of medicine nowadays. With respect to the EPP, physi-
cians considered its role to achieve an overview on the
patient’s trajectory, to allow patients/relatives to express
themselves, to reduce tensions outside the clinical
setting, to provide responses patients did not receive
from health care professionals, and to serve as a
supportive third party which – particularly in difficult
situations – assisted them in a non-judgmental way: “I
told myself, well there is an arbitrator who will tell us
how to communicate” (3 = number of the interview). Some
physicians also felt that the EPP contributes to the
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improvement of the quality of medical services by
reporting on the managed cases: “It is important that
information from the EPP is fed back to the medical
services, otherwise one has no opportunity to improve, to
reflect.” (14). Others, however, considered that the EPP
took over the health professionals’ duty to manage
problematic situations (particularly owing to lack of time
or objectivity), possibly judged the physicians’ behaviors:
“A little bit like pointing the finger or something like
that?” (6), or wasted the physician’s time: “Because it
comes to discussing and not to punishment [of the guilty
ones, whoever they are]” (11), generating more work for
health care professionals and even encouraging patients
against whom health care professionals already have to
defend themselves: “We have to defend ourselves against
people who are never satisfied, because they pay too
much insurance and have the impression they also have
more rights and so on” (11). Finally, the EPP was some-
times considered as “promoting a culture of complaints”
and tarnishing the hospital’s image: “When one goes to a
very good restaurant, if there is a vomitorium just next
door, […] I think it gives a bad impression.” (11)
The broader context of medical practice was also ad-
dressed, such as medicine being omnipotent: “Medicine
wants to solve everything. With this type of medicine,
error is not possible” (7), or the power of litigating
patients who take their frustration out on physicians:
“The philosophy now in our hospital is essentially that
every time a patient behaves in an unbearable manner,
one writes a letter saying that we are sorry that every-
thing didn’t turn out as well as we would have liked to,
instead of saying ‘Listen Mister, you behaved in an abso-
lutely inappropriate manner […] so you can stick your
letter you know where’” (11). Similarly, some physicians
felt that the hospital sacrificed physicians in fear that
patients may turn to the media, and that university
hospitals are “trash cans” (11) obliged to treat all patients,
including those with a reputation of being difficult and
litigious.
Emergent patterns of meaning
What happened?: Attributed causes
Physicians considered that most complaints originated
from communicational or relational difficulties (1, 2, 3, 4,
5, 6, 7, 8, 10, 12, 13), such as questions that remained
unanswered (3, 5, 13), a lack of mutual understanding (3,6),
or an unbalanced relationship (2). But they also conveyed
that complaints issued from malpractices and neglect (1,
7, 8, 9, 10, 12, 13, 14), such as a missed diagnosis (10), the
non-respect of medical confidentiality (7), an unsuccess-
ful operation (1), the lack of a care plan or of advance di-
rectives(6). Physicians also considered that the complaint
was related to characteristics of themselves, like being
incompetent (3) or lacking pro-activity (6): “What was
hardest to endure [for the patient] was me” (12).
They furthermore explained the patient’s/relatives’
decision to turn to the EPP as a consequence of their
tendency to perceive physicians as seemingly inaccess-
ible to hear a complaint; as if they were on a pedestal (4,
14). The involvement of the EPP was also interpreted as
a mean of patients to have an effect (e.g., to destabilize
physicians by taking them out of the clinical setting (2),
to fight against fragmentation of care by bringing
together all health care professionals involved in their
care (7)), and as an expression of a deception about
medicine. Complaints were thus considered to emerge
from situations in which medicine was unable to solve
the problem of the complainant (1, 3, 6, 9, 13, 14). Here,
physicians particularly referred to complaints related to
non-acceptance of a chronic disease (14), the rapid evolu-
tion of a life-threatening illness (1), the progression of a
problem (e.g., senile dementia) considered as reversible
by relatives – “The patient had to be helped to eat […]
she [his wife] came and said: ‘Listen, my husband is get-
ting worse, there is a problem, as physicians you must
solve this problem, I have to get my husband back, as
before’” (3) – or the impression that the medical staff had
not done everything possible (6), and that a medical
intervention (e.g., in vitro fertilization) had failed (13).
To share or not to share
Physicians informed their hierarchy or colleagues about
the complaint (2, 3, 4, 6, 8, 9, 10, 12, 13, 14), either because they
wanted to convey their perception of the situation (2) or
because the complaint was considered as being “just” re-
lated to a “communication problem”(4) and thus – unlike
an error in clinical judgment – of little importance. Other
physicians decided to not inform their hierarchy for the
very same reason: because they attributed the complaint
to communication issues and thus without further conse-
quence (4, 12). These attitudes may indicate that physicians
conceived communication problems and associated
complaints as minor issues without a clinical impact.
To change or not to change
The estimated impact of the complaint process on prac-
tice seems to validate the last interpretation; indeed,
physicians felt that its main effect was on communica-
tion (2, 3, 4, 6, 8, 10, 12): for example, increased repetition
of information (6, 8), verifying that information is under-
stood (6, 8), or acknowledging that a lack of communica-
tion is bad communication (3). Physicians also reported
changes in how they started to explore patients/relatives
experience of the situation, and to listen carefully,
particularly if they were passive, anxious, or suffering:
“Maybe I should have listened more to the fact she was
really anxious about her [medical] history” (10).
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What is a good patient relationship
Physicians made sense of the complaint experience in
light of what they defined as a good relationship and
good communication with patients/relatives, such as
referring patients when there were communication
problems (1, 5, 11, 13), or addressing the issues of death
and the limits of medicine (3). This can be interpreted as
an attempt to demonstrate and defend their way of en-
countering patients/relatives and practicing medicine.
They emphasized for instance the importance of being
transparent by explaining treatment protocols and their
benefits (3, 5, 6, 7, 8), by initiating immediate discussions
with the family when a complication or “a silly thing” (5)
occurs, and by “taking responsibility for all the shit” (11)
and fixing resulting problems. Physicians also stressed
the importance of responding to patient/relative com-
plaints, for example, by not avoiding the situation,
accepting mediation, and dealing with threats from pa-
tients who wanted to write to the hospital management
(1, 5, 11, 13), and they mentioned their willingness to
encounter the patient as a person: “I always try to ask
myself… what is the person like?” (3). Finally, physicians
endorsed the need for reflexivity (3, 4, 11), particularly by
constantly questioning oneself and by learning to accept
criticism: “A resident or a chief resident who can’t bear
to be criticized misses his vocation” (11). Good medical
care was also evoked, characterized by the ability to
recognize, as a physician, the limits of medicine, which
may involve ceasing rather than increasing investigations
or providing detailed information to prevent unrealistic
expectations (3, 14).
How it affected me
The emotional experience associated with the complaint
process was influenced by how physicians perceived
themselves as “carers” and how they conceived their
relationship with the complainant(s).
Physicians expressed sadness (1, 2, 4, 10, 12, 13): “[…] I
was also depressed because they did not recognize all I
have done for them” (13) or surprise (2, 3, 4, 6, 9, 10, 12, 13, 14)
that patients had contacted the EPP or that a stranger
(the mediator) had informed them of the problem: “To
me, it was like out of the blue, to hear this, not from my
usual staff” (3). They were also surprised that patients/
relatives had turned their tragedy into a complaint (9), or
considered the provided care as a bad experience (12).
Some reported a certain satisfaction(1, 2,) that they gained
through this experience a capacity to understand that
hospital users undergo subjective experiences, that their
reproach is legitimate, and that they benefited from the
procedure initiated by the EPP. Relief (2, 4, 7, 8, 10, 11, 12, 13)
was experienced due to the ending of the relationship with
the complainant or to the involvement of the EPP as a
neutral third party. Fear and apprehension (2, 4, 6, 7, 9, 13)
were felt regarding conflict evolution: “It begins like this
but I don’t know how far it could go” (2), having made a
mistake, or the perception of a threatening attitude of the
complainants.
Feelings of discomfort (2, 3, 4, 9, 12, 14) were mostly
associated with a tendency to take the complainant’s
criticism personally or to blur the professional and
personal spheres: “As physicians, as caregivers, it is
extremely difficult to retain a distinction between one’s
caregiver position and one’s own self” (3). Self-criticism
(2, 3, 8, 12, 13) was caused by doubts about one’s capacities:
“Did I make mistakes with everybody or only with her?”
(2) Physicians also related feelings of “being a punching
ball” (2), feelings that they had to shoulder all the blame,
and that they lack support from mediators and the hos-
pital: “Mediators do not have to support physicians even
if physicians would sometimes like to be supported (4).”
The complainant
The sense conveyed here is that the complaint was
related to the profile of the patients/relatives rather than
the clinical situation, which implies that physicians were
unable to act on the situation that led to the complaint.
Complainants were thus characterized in terms of
their attitude (1, 2, 3, 4, 6, 7, 8, 9, 11, 12, 13, 14), their way
of being in the world (2, 3, 4, 7, 8, 11, 14), their emo-
tional state (1, 3, 4, 7, 8, 9, 12, 13, 14), and their individ-
ual characteristics (1, 2, 3, 4, 7, 8, 9, 11, 12, 13, 14),
including their origins, rather than in relation to what
they reported of having experienced. They were
described as anti-physician: “The son in particular felt
an animosity towards the medical community ‘Any-
how, you protect each other’” (4), malicious: “When she
saw I was affected and crying, it was as if it provided
her with a kind of satisfaction” (12), judgmental (3),
and unable to accept apologies and listen to explana-
tions (12,14). Regarding their way of being in the world
(i.e., their relationships with themselves, others, and
the world), complainants were viewed as difficult to
please (3, 7, 14), self-centered (14) or persecuted and
persecuting (7), and their emotional states was de-
scribed as “vengeful”(9), “desperate”(13), “depressed” (13),
or “in need of reassurance” (8). Finally, physicians de-
scribed complainants by means of personality traits linked
to origins (African (12), not French-speaking (13)), cultural
and socio-demographic background (Moroccan’s
emotionalism (13), advanced age (13), modest income (13)),
psychic fragility (paranoid, psychotic, drug-dependent) or
biography (history of abuse) (3, 4, 13).
The mediation
Physicians did not have a shared perception of the
mediators and their role. Some physicians evoked
their neutrality and acknowledged that mediators who
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are not involved in the situation can be more object-
ive (1, 3, 4, 10, 12, 13), gain perspective (1, 3, 6, 10), and
“smooth things”: “It was a good thing to have a medi-
ator who was framing the discussion […] There was
such an emotion, such a revolt, such a rage, we needed
somebody” (1). For others, neutrality was interpreted as
passivity: “He did say he would do something for us, if
we wanted, but I got the impression it would be only a
little bit [he was just like] an observer” (3). While some
physicians felt that the mediators supported them and
served health care professionals (e.g., because they
marshaled complaints) (1, 3, 4, 6, 7, 9, 10, 12, 13, 14),
others considered mediators to be the complainants’
defenders(4) or to lack lucidity regarding the
complainant’s personality or the subject of the com-
plaint (12).
Mediation as such was considered as allowing the
recognition of the experience of the complainants (1), the
improvement of the relationship with them, and mutual
concession, or as generating frustration: “Difficult
patients stay difficult” (11).
Discussion
The complaint and the associated mediation process
were positively perceived when considered supporting
patients/relatives and physicians, because of the
opportunity provided to all to express themselves, to be
recognized, and to re-establish a relationship [32, 33].
The causes of the complaints were at times considered
to be related to medical malpractice, but more often to
communicational and relational difficulties, unrealistic
expectations of patients, physicians’ attitudes, or the lack
of a coherent treatment plan. Consequently, patients/rel-
atives motivations to complain were not perceived as
searching for justice and compensation, but as attempts
to provide a testimony of their experience, to affect the
concerned physician, or to influence the way medical
care is provided.
The complaint situation impacted on physicians’ emo-
tions and thoughts, and lead to changes in behavior and
practice. The emotional experience ranged from satisfac-
tion and relief to feelings, such as guilt, surprise, frustra-
tion, sadness, irritation and fear, often linked to the
perception of not having been recognized by patients/
relatives for one’s efforts. This last impression, to feel
not recognized, resonates with the motivation of patients
to file a complaint [34]: the two parties thus shared a de-
sire to be recognized, which is the source of intense
emotions by all concerned persons. Some physicians ap-
pear to be capable to benefit from the experience, which
increased their willingness to reflect on the situation,
whereas others reacted with self-accusations or, on the
contrary, a defensive stance. Contrasting attitudes were
reported when it comes to sharing or withholding that
one has been the object of the complaint: both attitudes
were guided by the impression that communicational
difficulties with patients lack relevance, since they were
not considered as having a negative impact on clinical
judgment. Furthermore, communication difficulties
were not perceived as part of clinical care; this is
erroneous since studies show that: “[…] it is not the
quality of the medical care, the quality of the chart
documentation, and negligent treatment per se that
leads to litigation, but, rather, ineffective communica-
tion with patients” [35].
As a consequence of the complaint and mediation ex-
perience, physicians reported that they have modified
the way they encounter patients/relatives, indicating an
increased sensitivity towards communicational and rela-
tional aspects of care. However, prior to the complaint,
physicians seem to have underestimate these issues, and
when they acknowledge that the complaint originated in
psychological aspects of care, they still consider it not
relevant, since not related to clinical decision-making
and management.
A limitation of this study may be the relatively modest
sample size, but IPA aims at examining a phenomenon
in depth, and not at generating a generalizable theory.
While most physicians acknowledge the positive role a
hospital complaints center can play, they also express
ambivalence, and report collateral negative effects they
are subjected to. By providing the opportunity to restore
the relationship between health care professionals and
patients/relatives, mediation can be a constructive alter-
native to the litigation process, and should be further
researched.
Considering that communication and interpersonal re-
lationship were often viewed as causing the complaints,
support for health care professionals by means of indi-
vidual or group supervision, or similar approaches
should be encouraged at an institutional level. Such an
offer may prevent conflicts and stimulate reflection on
situations which provoke suffering and negative feelings.
Conclusions
Compared with the resulting defensive medicine after
legal complaints, the impact of a hospital complaint
seems to be less dramatic. For some physicians, however,
the complaint experience may also have negative conse-
quences, and support should be considered. While there
might be patients/relatives who have difficulties to
accept the limits of medicine, and who takes out their
frustration on the physician, physicians also have to
accept that what counts is often not facts, but their
subjective interpretation. In some of the physicians’
narratives, patients/relatives appeared in an unflattering
light, and their reference to psychopathology or sociode-
mographic attributes might indicate a desire to “fight
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back”, with some physicians considering themselves as
victims of an unfriendly environment. The institution
was here viewed as not supportive enough towards those
who try to give their best. The hospital appears thus not
only a place of nurture and care, but also – be it for hos-
pital users or health professionals – a place of suffering
where the patient and the clinician sometimes feel not
recognized as a person. We have to care for the patient,
but we also have to hear the voices of the physicians, as
illustrated by this study, and to respond to their needs.
Abbreviations
EPP: Espace patients&Proches; IPA: Interpretative Phenomenological analysis
Acknowledgments
We are grateful to the mediators of the EPP — Fabienne Borel, Floriane
Bornet and Thierry Currat – whose data collection and reflections enhanced
this article. We also wish to thank the patients, their relatives, and the health
care professionals for their valuable narratives.
Funding
No funding was requested for this study.
Availability of data and materials
The dataset used and analyzed during the current study is available from the
corresponding author on reasonable request.
Authors’ contributions
BS, CB, FP, and FS conceptualized the study. CB conducted the data
acquisition and effectuated with BS the analysis and interpretations. BS, CB,
and FS drafted the article and discussed with FP. BS, CB, FP, and FS revised
the manuscript critically for important intellectual content, and all authors
have read and approved the manuscript. Except for CB, who conducted the
interviews, the research team had no access to information about the
physicians; interviews were numbered to ensure participant anonymity.
Ethics approval and consent to participate
The Human Research Ethics Committee of the Canton of Vaud approved the
study protocol. Participants were informed orally and in writing about the




The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Communication office, Lausanne University Hospital, BU21/03/284/, Rue du
Bugnon 21, 1001 Lausanne, Switzerland. 2Psychiatric Liaison Service,
Lausanne University Hospital, Lausanne, Switzerland. 3Faculty of Social
Sciences and Politics, Lausanne University, Lausanne, Switzerland.
Received: 5 June 2018 Accepted: 14 January 2019
References
1. Barlow J, Moller C. A complaint is a gift: using customer feedback as a
strategic tool. San Francisco: Berrett-Koehler Publishers; 1996.
2. Payne C. Complaints—could we do better? Nurs Times. 1990;86:26–9.
3. Gallagher TH, Mazor KM. Taking complaints seriously: using the patient
safety lens. BMJ Qual Saf. 2015;24:352–5.
4. Hsieh SY. An exploratory study of complaints handling and nature. Int J
Nurs Pract. 2012;18(5):471–80.
5. Clwyd A, Hart T. A review of the NHS Hospitals complaints system: Putting
patients back in the picture. London: Department of Health; 2013.
6. Ward JK, Armitage G. Can patients report patient safety incidents in a
hospital setting? A systematic review. BMJ Qual Saf. 2012;21:685–99.
https://doi.org/10.1136/bmjqs-2011-000213.
7. Taylor BB, Marcantonio ER, Pagovich O, et al. Do medical inpatients who
report poor service quality experience more adverse events and medical
errors? Med Care. 2008;46:224–8. https://doi.org/10.1097/MLR.
0b013e3181589ba4 CrossRef][Medline][Web of Science.
8. Pukk-Harenstam K, Ask J, Brommels M, et al. Analysis of 23 364 patient-
generated, physician-reviewed malpractice claims from a non-tort, blame-
free, national patient insurance system: lessons learned from Sweden.
Postgrad Med J. 2009;85:69–73. https://doi.org/10.1136/qshc.2007.022897
Abstract/FREE Full text.
9. Macnamara J. Creating an “architecture of listening” in organizations.
Sydney, NSW: University of Technology Sydney; 2015. http://www.uts.edu.
au/sites/default/files/fass-organizational-listening.pdf. Accessed 9 Jul 2015.
10. Järvelin J, Häkkinen U. Can patient injury claims be utilised as a quality
indicator? Health Policy. 2012;104:155–62. https://doi.org/10.1016/j.healthpol.
2011.08.012 [CrossRef][Medline].
11. Bouwman R, Bomhoff M, Robben P, Friele R. Patients' perspectives on the
role of their complaints in the regulatory process. Health Expect. 2015.
https://doi.org/10.1111/hex.12373.
12. Zengin S, Al B, Yavuz E, Kursunköseler G, Guzel R, Sabak M, Yildirim C.
Analysis of complaints lodged by patients attending a university hospital: a
4-year analysis. J Forensic Legal Med. 2014;22:121–4.
13. Jangland E, Gunningberg L, Carlsson M. Patients’ and relatives’ complaints
about encounters and communication in health care: evidence for quality
improvement. Patient Educ Couns. 2009;75(2):199–204.
14. Grob R, Shaller D. Using Patient-Reported Information to Improve Clinical
Practice. Health Serv Res. 2015;50(Suppl 2):2116–54. https://doi.org/10.1111/
1475-6773.12420 Epub 2015 Nov 17.
15. Gillespie A, Reader TW. The healthcare complaints analysis tool:
development and reliability testing of a method for service monitoring and
organizational learning. BMJ Qual Saf. https://doi.org/10.1136/bmjqs-2015-
004596.
16. Cunningham W, Wilson H. Complaints, shame and defensive medicine. BMJ
quality & safety. 2011;20(5):449–52.
17. Montanera D. The importance of negative defensive medicine in the effects
of malpractice reform. Eur J Health Econ. 2015; [Epub ahead of print].
18. He AJ. The doctor-patient relationship, defensive medicine and
overprescription in Chinese public hospitals: evidence from a cross-sectional
survey in Shenzhen city. Soc Sci Med. 2014;123:64–71. https://doi.org/10.
1016/j.socscimed.2014.10.055 Epub 2014 Oct 29.
19. Beaupert, F., Carney, T., Chiarella, M., Bennett, B., Kelly, P. Regulating
healthcare complaints: A literature review. Source of the Document Int J
Health Care Qual Assur 27 (6), pp. 505–518.
20. Friele RD, Kruikemeier S, Rademakers JJ, Coppen R. Comparing the outcome
of two different procedures to handle complaints from a patient’s
perspective. J Forensic Legal Med. 2013;20(4):290–5. https://doi.org/10.1016/
j.jflm.2012.11.001 Epub 2012 Dec 13.
21. Friele RD, Sluijs EM, Legemaate J. Complaints handling in hospitals: an
empirical study of discrepancies between patients' expectations and their
experiences. BMC Health Serv Res. 2008;8:199.
22. Friele RD, Sluijs EM. Patient expectactions of fair complaint handling in
hospitals: empirical data. BMC Health Serv Res. 2006;6:106.
23. Levin CM, Hopkins J. Creating a patient complaint capture and resolution
process to incorporate best practices for patient-centered representation.
Jt Comm J Qual Patient Saf. 2014;40(11):484–12.
24. Schaad B, Bourquin C, Bornet F, Currat T, Saraga M, Panese F, Stiefel F.
Dissatisfaction of hospital patients, their relatives, and friends: analysis
of accounts collected in a complaints center. Patient Educ Couns.
2015;98:771–6.
25. Stiefel F, Céline B. The lived experience of physicians: a call for research.
Psychosocial Res. 2015:69–72.
26. Zuger A. Dissatisfaction with medical practice. N Engl J Med. 2004;350(1).
27. Knickle K, McNaughton N, Downar J. Beyond winning: mediation, conflict
resolution, and non-rational source of conflict in the ICU. Crit Care.
2012;16(3):308.
28. Fiester A. Contentious conversations: using mediation techniques in difficult
clinical ethics consultations. J Clin Ethics. 2015;26(4):324–30.
Schaad et al. BMC Health Services Research           (2019) 19:73 Page 7 of 8
29. Renkema E, Broekhuis MH, Ahaus K. Explaining the unexplainable - the
impact of physicians’ attitude towards litigation on their incident disclosure
behavior. J Eval Clin Pract. 2014;20(5):649–56. https://doi.org/10.1111/jep.
12194 Epub 2014 Jun 5.
30. Smith JA, Flowers P, Larkin M. Interpretative Phenomenological Analysis.
Theory, method and research. London: Sage; 2009.
31. Larkin M, Watts S, Clifton E. Giving voice and making sense in interpretative
phenomenological analysis. Qual Res Psychol. 2006;3(2):102–20.
32. Fiester A. What mediators can teach physicians about managing ‘Difficult’
patients. Am J Med. 2015;128(3):215–6 https://doi.org/10.1016/j.amjmed.
2014.09.017.
33. Mohammadreza H, Joseph SG, James B, Erdmann J, Veloski J, Louis D, Nasca T,
Rattner S. Physicians’ perception of the changing healthcare system:
comparison by gender and specialties. J Community Health. 2000;25(6):455–71.
34. Honneth A. The struggle for recognition. Folio essais. 2013:350.
35. Liebman CB, Stern Hyman C. A Mediation Skills Model To Manage
Disclosure Of Errors And Adverse Events To Patients. doi: https://doi.org/10.
1377/hlthaff.23.4.22 Health Aff July 2004 vol. 23 no. 4 22–32.
Schaad et al. BMC Health Services Research           (2019) 19:73 Page 8 of 8
